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10:1759 All of the following are appropriate choices for treating symptoms of Acute Exacerbations of COPD 
(AECOPD) EXCEPT: 


Corect 


Y Flag question 


(sere Fesensac) Select one: 


A. Ciprofloxacin for a patient experiencing AECOPD secondary to a P. Aeruginosa infection * 
B. Oxygen therapy for a patient with an O2 saturation of 85 * 


C. Guaifenesin for a patient experiencing AECOPD characterized by increased sputum volume and a % 
worsening cough 


D. Dextromethorphan for a patient experiencing AECOPD characterized by increased sputum {v 
volume and worsening cough 


[correct] 
Marks for this submission: 1.00/1.00. 
LEARNING OBJECTIVE: 


To help students understand how and why certain medications are or are not used in the treatment of Acute 
Exacerbations of COPD (AECOPD) 


BACKGROUND: 


AECOPD are characterized by a sustained worsening of dyspnea, sputum production, coughing and other 
symptoms of COPD. The symptoms can result in hospitalization. SABA (Short Acting Beta Agonist) and SAAC 
(Short Acting Anticholinergic) such as ipratropium are rapid-acting bronchodilators that are recommended 
for use in acute exacerbations. Systemic corticosteroid therapy may also be necessary. Many acute 
exacerbations are caused by underlying bacterial infections and may require the use of antibiotics. 
Expectorants such as guaifenesin and mucolytics can be used to help with increased sputum production. 
Cough, however, should not be treated with the use of antitussives such as dextromethorphan. Coughing is 
one of the mechanisms by which sputum and other secretions can be removed from the airways, and as such 
it serves a beneficial purpose, especially in an episode of AECOPD which is characterized by increased 
sputum volume. Suppression of cough can lead to accumulation of secretions and increased blockage of the 
airways. 


RATIONALE: 


A) Incorrect; Antibiotics are commonly used to treat AECOPD because many of the exacerbations are due to 
underlying bacterial infections. 

B) Incorrect; Patients with hypoxia (O2 sat. < 90%) should be given supplementary oxygen therapy. 

©) incorrect; Guaifenesin is an expectorant and can be used to help clear the sputum accumulation in the 
airways. 


D) Correct; Dextromethorphan is a cough suppressant, and cough suppressants should not be used in the 
treatment of AECOPD, because they can lead to accumulation of secretions in the airways resulting in further 
obstruction. 


KEY POINT: 
Antitussives should not be used in the treatment of AECOPD because coughing is a mechanism by which the 


body clears sputum and other secretions from the airways. By inhibiting the cough reflex, secretions can 
accumulate and further block air passages, making breathing more difficult. 


REFERENCES: 


1. American Thoracic Society/European Respiratory Society Task Force. Standards for the diagnosis and 
management of patients with COPD. Version 1.2. American Thoracic Society. 2004. Available at: 
https://www.thoracic.org/copd-guidelines/resources/copddoc.pdf (accessed September 9,2016). 


2. Mclvor A, Chronic Obstructive Pulmonary Disease. RxTx. 2015. Available at: https://www.e- 
therapeutics.ca/search#fntarg_tabfnad 1534369e413. Accessed September 9, 2016. 


The correct answer is: Dextromethorphan for a patient experiencing AECOPD characterized by increased 
sputum volume and worsening cough 


Question #: 22 


ID: 10234 
Corect 


Hag 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


PA, a 56-year-old female, is suffering from a COPD exacerbation with symptoms induding increased 
dyspnea and increased sputum purulence. PA has an FEV; of 65% and a CAT score of 10. PA has not 
had any exacerbations or COPD-related hospitalizations in the past. PA does not have a 

significant medical history except for COPD. PA has not used any antibiotics in the last 3 months. 
Furthermore, she is allergic to penicillins, whereby the nature of the reaction is hives. PA also has 
salbutamol 100 mcg on hand for immediate relief of her dyspnea and cough. 


As a community pharmacist, what would be the most appropriate antibiotic to suggest for PA? 


Select one: 
Amoxicillin x 5 days % 
Doxycycline v. 
x5 days Rose Wang (ID: 113212) this answer is correct. Doxycycline is an appropriate first 
line therapy for COPD exacerbation in a patient with a penicillin allergy. 


Azithromycin x 3-5 days X 
Ciprofloxacin x 5 days % 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


The initial management of acute exacerbations of COPD includes SABA, with or without SAMA, to treat 
dyspnea. Systemic corticosteroids are indicated in severe COPD to improve lung function, oxygenation and 
shorten the length of hospital stay. There is no advantage of using IV corticosteroids over oral 
corticosteroids. The duration of the oral corticosteroid therapy should be 5 days. Following the acute 
exacerbation, appropriate maintenance/controller therapy for COPD must be assessed to reduce the risk of 
future exacerbations. 


Antibiotics may be indicated if the exacerbation is severe and there are signs that a bacterial, rather than a 
viral, infection is present. If 2-3 of the following signs are present, then an antibiotic should be initiated: 
increased dyspnea, increased sputum volume or increased sputum purulence. In this case, antibiotics shorten 
the length of hospital stay and recovery time, reduce the risk of treatment failure and reduce the early 
recurrence of an exacerbation. The most common bacterial causes of AECOPD are Streptococcus 
pneumoniae, Haemophilus influenzae and Moraxella catarrhalis. However, in complicated 

patients, Pseudomonas aeruginosa and Klebsiella may be involved. The empiric choice of an antibiotic 
depends on the individual's risk factors, their previous antibiotic use and the local antibiotic resistance 
patterns, The antibiotics of first choice are: amoxicillin, doxycycline or sulfamethoxazole/trimethoprim for 5 
days. 


had antibiotics in the past 3 months, the likely infecting pathogens are: 


Organisms listed above, plus: 
e Enterobacteriaceae 


* Pseudomonas aeruginosa 


Note: higher probability of resistant pathogens 
Based on these pathogens, the antibiotics of first choice are: 
Preferred: 


e Amoxicillin/clavulanate x 5 days 
© Cefuroxime axetil x 5 days 


e Levofloxacin x 5 days 


Alternative: 
© Azithromycin x 3-5 days 
© Clarithromycin x 5-10 days 


e Ciprofloxacin x 5 days (if suspect Pseudomonas) 


RATIONALE: 
Correct Answer: 


(Option #2): Doxycycline is an appropriate first line therapy for COPD exacerbation in a patient with a 
penicillin allergy. 


Incorrect Answer: 
(Option #1): PA has history of a Type | allergic reaction to penicillins, thus amoxicillin should be avoided to 
prevent hypersensitivity. 


(Option #3): Macrolides have poor Haemophilus influenzae coverage and have significant rates 
of Streptococcus pneumoniae resistance, so they are not used as first line therapy. 


(Option #4): Ciprofloxacin treatment is reserved for patients at risk of Pseudomonas aeruginosa infection. 
TAKEAWAY/KEY POINTS: 


Question #: 23 


1D: 10235 


Corect 


Anuviouc inerapy is naicatea Wnen ine patent presents WIL at east £ OF ne IONOWINg sympioms: 
worsening dysprea, increased sputum purulence or increased sputum volume. The choice of antibiotic is 
dependent on patient factors such as the number of exacerbations/year, allergy status, recent treatment 
failure, or recent antibiotic use. 


REFERENCES: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Doxycycline x 5 days 


Which of the following maintenance therapies should be initiated for PA? 


Select one: 


Budesonide/formoterol 200/6 mcg: 1 puff BID X 
Ipratropium bromide 20 mcg: 1-2 puffs BID *% 


Tiotropium bromide/olodaterol v 
ROLNO Nie 35/25 meg: 2 puffe Rose Wang (ID:113212) this answer is correct. This 
ore day. patient is in Group B and thus LAMA + LABA therapy is 


indicated. 


Tiotropium bromide 2.5 mcg: 2 puffs once daily % 


Marks for this submission: 1.00/1.00. 


TOPIC: COPD 
LEARNING OBJECTIVE: 


To recognize the appropriate pharmacological therapies that maintain COPD control and prevent disease 
progression, based on the refined ABCD assessment tool. 


BACKGROUND: 


The GOLD committee's refined ABE assessment tool stratifies patients with COPD patients based on 
symptomatic presentation and exacerbation history. The stratification is dependent on two parameters: 
symptoms based on the COPD Assessment Test (CAT) or Modified Medical Research Council (mMRC), and 
exacerbation history. 


The refined ABE assessment places patients in group A if their mMRC is 0-1 or CAT <10 and they have a <1 
exacerbation that has not led to a hospitalization. Patients are placed in group B if their mMRC is >2 or CAT 
210 and they have a <1 exacerbation that has not led to a hospital admission. Patients are placed in group E 
if they have had >2 exacerbations in the past year (no hospital admissions) or if they had >1 exacerbation in 
the past year that led to a hospital admission. The mMRC and CAT scores are irrelevant in group E. 


A treatment algorithm has been proposed to guide therapy according to a patient's ABE stratification group. 
The recommendations made are based on evidence-based data that examines the safety and efficacy of 
these treatments in these specific patient populations. 


Patients in group A should be on short or long-acting bronchodilator(s) such as a short-acting beta agonist 
(SABA), short-acting anti-muscarinic agent (SAMA), long-acting beta agonist (LABA) or long-acting anti- 
muscarinic agent (LAMA). Patients in group B should be on a LABA and LAMA. Patients in group E should be 
ona LABA and LAMA. 


An ICS may be used in the following situations: 


* History of hospitalization(s) for COPD exacerbations despite being on appropriate long-acting 
bronchodilator maintenance therapy 


* 2 or more moderate COPD exacerbations in the last year despite being on appropriate long-acting 
bronchodilator maintenance therapy 


* Blood eosinophils of 300 or more per uL 
© History of/concomitant asthma 


© 1 moderate COPD exacerbation in the last year despite being on appropriate long-acting 
bronchodilator maintenance therapy 


© Blood eosinophils of 100 or more cells/uL or <300 cells/uL 


RATIONALE: 

Correct Answer: 

(Option #3): This patient is in Group B and thus LAMA + LABA therapy is indicated. 
Incorrect Answers: 

(Options #1,2,4): This patient is in Group B and thus requires LABA + LAMA therapy. 
TAKEAWAY/KEY POINTS: 


Patients in Group B require LAMA + LABA therapy to reduce the risk of exacerbations and improve lung 
function, 


REFERENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


Question #: 24 


1D: 10203 
Corect 


Y Fiag question 


E 


Question #: 25 


1D: 10204 


The correct answer is: Tiotropium bromide/olodaterol hydrochloride 2.5/2.5 mcg: 2 puffs once daily 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


MD, a 70 year old male, approaches you with some questions. He was recently diagnosed with chronic 
obstructive pulmonary disease (COPD). He has Group B COPD. MD is no longer a smoker and has 
recently enrolled in pulmonary rehabilitation to improve his exercise tolerance, upon referral by his 
family physician. 


Which of the following is NOT a goal of therapy for MD? 


Select one: 


Reduce the risk of mortality and hospitalizations ® 


Treat exacerbations using ¥ ORS r: 
oral prednisone-and Rose Wang (ID: 113212) this answer is correct. Not all exacerbations 


aA require the use of oral antibiotics unless they accompany several 
clinical signs. 


Prevent and treat secondary complications % 


Reduce symptoms and improve exercise capacity % 


| Correct | 

Marks for this submission: 1.00/1.00. 
TOPIC: COPD 

LEARNING OBJECTIVE: 


To identify the goals of therapy for COPD patients and create a treatment plan that is aimed at achieving 
them, in order to improve the clinical status and quality of life for these individuals. 
BACKGROUND: 


An effective COPD treatment plan should be aimed at achieving the following goals of therapy, in order to 
ensure better functional status and quality of life for COPD patients: 


* Reduce symptoms (using reliever and maintenance inhalers) 
© Improve exercise capacity (by enrolling in pulmonary rehab, preventing immobility and frailty) 
* Limiting disease progression (smoking cessation) 


* Preventing exacerbations (using long-acting muscarinic antagonists +/- long-acting bronchodilators, if 
clinically indicated) 


* Preventing and treating complications (i.e. hypoxemia in order to restore organ and tissue function) 


It is also important to recognize that not all exacerbations require the use of oral prednisone and antibiotics. 
A 5-day course of oral prednisone at 30-40 mg/day should be provided to patients with moderate-severe 
COPD exacerbations because it has been shown to enhance lung function, shorten the duration of hospital 
stay and recovery time and decrease the risk of early relapse. Furthermore, antibiotics are indicated in 
patients presenting with at least two of the following symptoms: increased dyspnea, increased sputum 
volume or increased sputum purulence. Otherwise, antibiotics should not be routinely used, in order to 
reduce the prevalence of antimicrobial resistance and adverse effects (ie. diarrhea, abdominal 

pain, Clostridium difficile infection). 


RATIONALE: 
Correct Answer: 


(Option #2): Not all exacerbations require the use of oral antibiotics unless they accompany several clinical 
signs. 


Incorrect Answers: 


(Option #1): Therapy should be aimed at preventing mortality and hospitalizations by enhancing lung 
function, 

(Option #3): Therapy should be aimed at limiting disease progression and preventing complications. 
(Option #4): Therapy should be aimed at achieving symptom relief and improving exercise tolerance. 


TAKEAWAY/KEY POINTS: 


It is important for healthcare professionals to formulate a care plan aimed at achieving the aforementioned 
goals of therapy in order to prevent worsening of lung function and improve functional status. 


REFERENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Treat exacerbations using oral prednisone and antibiotics 


MD is questioning the difference between asthma and COPD. 


Question #: 26 


1D: 10848 


Corect 


Which of the following statements is INCORRECT with respect to the difference between asthma and COPD? 


Select one: 


Asthma flare-ups are triggered by inhaled v 
allergens while COPD exacerbations are 
only triggered by smoking 


Rose Wang (ID: 113212) this answer is 
correct. Asthma and COPD are both triggered by 
inhaled aeroallergens, pollution and smoking. 


Asthma is characterized by reversible lung obstruction vs. COPD which is slowly progressive % 


Wheezing is typically associated with asthma while chronic cough and sputum production is x 
associated with COPD 


Inhaled corticosteroids (ICS) are reserved for severe COPD while they are used early on in asthma * 


| Correct] 

Marks for this submission: 1.00/1.00. 
TOPIC: COPD 

LEARNING OBJECTIVE: 


To understand the differences between COPD and asthma in terms of pathophysiology and pharmacological 
management. 


BACKGROUND: 


COPD and asthma are both inflammatory, obstructive lung diseases in which individuals find it hard to exhale 
all the air in their lungs. However, the difference is in the fact that COPD is characterized by airflow limitation 
that is not reversible and is slowly progressive. Asthma is characterized by bronchial constriction and airway 
hyperresponsiveness, triggering the asthma attacks. Furthermore, asthma spontaneously resolves when 
individuals get older because its airway obstruction is reversible in its nature. 


Spirometry also proves this difference in reversibility. When patients with asthma use the short-acting betaz- 
agonist, their post-bronchodilator forced expiratory volume in one second / forced vital capacity (FEV; / FVC) 
value becomes greater than 70%, as opposed to COPD where the value remains <70%. 


Asthma usually presents in childhood and adolescence (<20 years of age) while COPD usually presents in 
adulthood (>40 years of age). Symptoms of COPD include dyspnea and chronic productive cough (sputum). 

With increased disease severity, patients may develop decreased exercise tolerance and immobility. COPD is 

also associated with an increased risk of coronary heart disease, respiratory tract infections and osteoporosis. 
Patients with asthma typically complain of wheezing, dyspnea and dry cough. 


Asthma and COPD are both triggered by the same factors: smoking; exposure to second-hand smoke, 
occupational dust and chemicals; and indoor and outdoor pollution. However, a history of smoking is the 
strongest risk factor for the development of COPD. It has been found that smoking cessation is the only 
intervention that partially reverses COPD and halts its progression, reducing the risk of exacerbations and 
improving the symptomatic presentation. 

In the treatment of asthma, low-dose ICS are used early on in treatment to maintain disease remission and 
improve symptom control. On the contrary, ICS are used in severe cases when the combination of a long- 
acting muscarinic antagonists and a long-acting betas-agonist fail to produce symptomatic relief or prevent 
exacerbations. This is due to their low efficacy and their risk of contributing to pneumonia. 

RATIONALE: 

Correct Answers: 

(Option #1): Asthma and COPD are both triggered by inhaled aeroallergens, pollution and smoking. 
Incorrect Answers: 

(Option #2): COPD is known for its chronic, progressive airflow limitation while asthma is reversible with 
time. 

(Option #3): Wheezing is typically associated with asthma while chronic cough and sputum production is 
associated with COPD. 


(Option #4): Inhaled corticosteroids (ICS) are reserved for severe COPD while they are used early on in 
asthma. 


TAKEAWAY/KEY POINTS: 
Asthma and COPD are both caused by airway obstruction, however, the airway obstruction seems to be 
irreversible in patients with COPD. Asthma and COPD are both triggered by exposure to noxious inhaled 
particles and thus, patients should strive to limit their exposure to these allergens to reduce their risk of 
exacerbations. 

REFERENCE: 


[1] Watkins R, Laber D, Peters SP. Chronic obstructive pulmonary disease (COPD) and asthma: Similarities and 
differences. World Allergy Organization. https:/Awww.worldallergy.org/education-and- 
programs/education/allergic-disease-resource-center/professionals/copd-and-asthma. 


The correct answer is: Asthma flare-ups are triggered by inhaled allergens while COPD exacerbations are only 
triggered by smoking 


Which of these co-morbidities does NOT occur frequently with Chronic Obstructive Pulmonary Disease 
(COPD)? 


Question # 27 


1D: 10850 
Corect 


F Flag question 


Sena Feet 


Select one: 
Lung cancer * 
Metabolic syndrome ® 
Anxiety * 


Osteoarthritis v 
ao Arle Rose Wang (ID:113212) this answer is correct. Osteoarthritis has not been found 


to frequently co-exist with COPD. 


{Correct 

Marks for this submission: 1.00/1.00. 

TOPIC: COPD 

LEARNING OBJECTIVE: 

To identify the concomitant chronic conditions that typically co-occur in individuals diagnosed with COPD. 
BACKGROUND: 


COPD is a respiratory disease that is characterized by persistent airflow obstruction, leading to symptoms of 
dyspnea, chronic cough and sputum production. Spirometry is necessary to confirm the diagnosis with the 
presence of a post-brochodilator response whereby FEV;/FVC <0.70. Risk factors for the development of 
COPD include smoking (tobacco - most common, marijuana, cigar), exposure to noxious irritants, alpha-1 
antitrypsin deficiency, advanced age, and female gender). 


Concomitant chronic conditions that typically co-exist in patients with COPD include cardiovascular disease, 
skeletal muscle weakness, metabolic syndrome, anxiety, depression, lung cancer, asthma and osteoporosis. 
As healthcare professionals, it is important to assess for the presence of these co-morbidities as they can 
increase the risk of disease progression, hospitalizations and mortality. 


RATIONALE: 

Correct Answer: 

(Option #4): Osteoarthritis has not been found to frequently co-exist with COPD. 
Incorrect Answers: 


(Options #1, 2, 3): Lung cancer, metabolic syndrome and anxiety are all examples of concomitant conditions 
that are frequently present in patients with COPD. 


TAKEAWAY/KEY POINTS: 


COPD is often an overlooked disease when in reality, it could lead to and co-occur with other chronic 
conditions, such as cardiovascular disease, skeletal muscle weakness, metabolic syndrome, anxiety, 
depression, lung cancer, asthma and osteoporosis. 


REFERENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Osteoarthritis 


Which of the following statements is INCORRECT with regards to the management of COPD exacerbations? 


Select one: 


Antibiotics aré indicated in patients with increased sputum purulence and increased dyspnea % 

Oral corticosteroid maintenance V 

iherapi@uoultee provided to Rose Wang (ID:113212) this answer is correct. There is no 

patient? with Severe COPD role for oral corticosteroid maintenance therapy due to the 
high adverse effect profile associated with chronic use. 


The most common bacterial causes of a COPD exacerbation are Streptococcus pneumoniae, x 
Haemophilus influenzae, and Moraxella catarrhalis 


Inhaled salbutamol and ipratropium given every 4-6 hours are recommended to improve dyspnea % 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To recognize the appropriate pharmacological management of acute COPD exacerbations and reinforce the 
importance of adhering to inhaled maintenance therapies to prevent this decline in lung function. 


BACKGROUND: 


The initial management of acute exacerbations of COPD includes SABA, with or without SAMA, to treat 
dyspnea, Systemic corticosteroids are indicated in severe COPD to improve lung function, oxygenation and 
shorten the length of hospital stay. There is no advantage of using IV corticosteroids over oral 
corticosteroids. The duration of the oral corticosteroid therapy should be 5 days. Following the acute 
exacerbation, appropriate maintenance/controller therapy for COPD must be assessed to reduce the risk of 
future exacerbations. 


Antibiotics may be indicated if the exacerbation is severe and there are signs that a bacterial, rather than a 
viral, 


Question #: 28 


1D: 57534 
Corect 


Y Flag question 


Sena 


incieasea ayspnea, increased sputum voiume OF increased spuLUM pUTUIENCe. In UNIS Case, anuvIOUES snorLen 
the length of hospital stay and recovery time, reduce the risk of treatment failure and reduce the early 
recurrence of an exacerbation. The most common bacterial causes of AECOPD are Streptococcus 
pneumoniae, Haemophilus influenzae and Moraxella catarrhalis, However, in complicated 

patients, Pseudomonas aeruginosa and Klebsiella may be involved. The empiric choice of an antibiotic 
depends on the individual's risk factors, their previous antibiotic use and the local antibiotic resistance 
patterns, The antibiotics of first choice are: amoxicillin, doxycycline or sulfamethoxazole/trimethoprim for 5 
days. 


If the patient has had 2.4 exacerbations in the past year or has failed one of the agents listed above or has 
had antibiotics in the past 3 months, the likely infecting, pathogens are: 


Organisms listed above, plus: 
e Enterobacteriaceae 


* Pseudomonas aeruginosa 


Note: higher probability of resistant pathogens 
Based on these pathogens, the antibiotics of first choice are: 
Preferred: 


e Amoxicillin/clavulanate x 5 days 
* Cefuroxime axetil x 5 days 


e Levofloxacin x 5 days 


Alternative: 
© Azithromycin x 3-5 days 
© Clarithromycin x 5-10 days 


e Ciprofloxacin x 5 days (if suspect Pseudomonas) 


RATIONALE: 
Correct Answer: 


(Option #2): There is no role for oral corticosteroid maintenance therapy due to the high adverse effect 
profile associated with chronic use. 


Incorrect Answer: 


(Option #1): Antibiotics are indicated if 2 of 3 of the following occur: increased sputum purulence, increased 
sputum volume, increased dyspnea. 

(Option #3): The three organisms listed are the most common bacterial causes of a COPD exacerbation. 
(Option #4): Inhaled short-acting betay-agonists and short-acting muscarinic antagonists are recommended 
to rapidly relieve the dyspnea. 


TAKEAWAY/KEY POINTS: 


Because of the negative impact that exacerbations have on functional status, lung capacity and quality of life, 
healthcare professionals should emphasize the regular use of maintenance COPD therapy to prevent future 
events. 


REFERENCES: 


[1] Global strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Oral corticosteroid maintenance therapy should be provided to patients with severe 
COPD 


Which of the following is NOT one of the therapeutic effects of inhaled corticosteroids (ICS)? 


Select one: 
Reduction in asthma-related deaths % 
Reduces airway remodeling % 
Improvement in lung function parameters (e.g. FEV;) ® 


Reduction in asthma ae 


raka AE school Rose Wang (ID:113212) this answer is correct. ICS do not cure asthma 


childs and have not been shown to prevent the development of asthma in 
children. 


Marks for this submission: 1.00/1.00. 
TOPIC: Asthma 


LEARNING OBJECTIVE: 


Question # 29 


Ip: 10219 


19 ean apuu uie wierapeuut enet UF maeu CUFULUSeTUIUS, SUPPUTUTIY LEN ruie HE Ute mianayenenit OL 
asthma. 


BACKGROUND: 


Inhaled corticosteroids are the first-line controller medications in children and adults. Use of inhaled 
corticosteroids has shown a reduction in asthma symptoms, improvement in lung function (FEV;), reduction 
in mortality, asthma exacerbations and hospitalizations, and enhancement in quality of life. Inhaled 
corticosteroids should be regularly used at the lowest effective dose in order to achieve good asthma 
control. They have a higher ratio of local to systemic activity than do oral corticosteroids, thus their risk of 
systemic side effects is low. Inhaled corticosteroids do not cure asthma; however, they influence airway 
remodeling and reduce bronchial hyperreactivity with their potent anti-inflammatory activity by inhibiting the 
release of inflammatory mediators and cytokines. Symptom control usually occurs within days of regular use 
but reduction in airway hyperresponsiveness may take months. Local adverse effects of inhaled 
corticosteroids include hoarseness or dysphonia, oral candidiasis, sore throat and metallic taste. These 
adverse effects can be minimized by following proper inhaler technique, rinsing the mouth after use and 
using an aerochamber, which improves drug delivery to the lungs and reduces oropharyngeal deposition. 
The risk of systemic adverse effects (i.e. osteoporosis, cataracts, glaucoma, adrenal suppression) is increased 
with long-term use of high-dose inhaled corticosteroids, use of more potent formulations (i.e. fluticasone 
furoate, mometasone furoate) and frequent use of oral corticosteroids to treat exacerbations. There has been 
an association between reduced growth rate and the use of inhaled corticosteroids, however, it has been 
stated that they have a minimal effect on final adult height. 


RATIONALE: 
Correct Answer: 


* Reduction in asthma rates in pre-school children - ICS do not cure asthma and have not been 
shown to prevent the development of asthma in children. 


Incorrect Answers: 


* Reduction in asthma-related deaths - The use of ICS has been associated with a reduction in 
mortality and asthma exacerbations. 


+ Reduces airway remodeling - ICS influence airway remodeling by reducing inflammation and 
bronchial hyperreactivity. 


* Improvement in lung function parameters (e.g. FEV) - ICS have been associated with 
improvement in lung function, exhibited by higher FEV; and PEF values 


TAKEAWAY/KEY POINTS: 


Inhaled corticosteroids are the cornerstone of asthma maintenance in children and adults and their use 
should be highly encouraged in all types of asthma (mild, moderate and severe) as they have shown an 
improvement in symptomatic control, a reduction in mortality and asthma exacerbations, and an 
improvement in overall quality of life. 


REFERENCE: 


[1] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2021. Available 
from: www.ginasthma.org, 

[2] Corticosteroids: Inhaled. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


The correct answer is: Reduction in asthma rates in pre-school children 


AB is a 65-year-old male who is presenting to your today for the first time. He smokes 1 pack 
(~25 cigarettes)/day. He was recently diagnosed with Chronic Obstructive Pulmonary Disease (COPD) 
after an exacerbation that led to him being hospitalized for a few days. AB finished his course of 
prednisone and antibiotics. As part of your assessment, you choose to complete the COPD 
Assessment Test (CAT) with AB to determine his symptom severity. AB scores 8. His eosinophil 
count (taken during his most recent hospital admission) is 250. 


According to his ABE group, which of the following options is appropriate for AB to start: 


Select one: 
Salbutamol 100 ug inhaler % 
Formoterol 6 ug inhaler x% 
Budesonide/formoterol 200/6 pg inhaler % 


Ultibro breezhaler v 

110/50yg (indacterol Rose Wang (ID:113212) this answer is correct. The patient requires 
maleate/glycopyrrolate) both LAMA and LABA therapy as he is in Group E due to his recent 
and salbutamol 100g exacerbation which led to a hospital admission. The addition of 
inhaler salbutamol is appropriate to use acutely. 


| Correct} 
Marks for this submission: 1.00/1.00. 


Question # 30 


1D: 10849 


Correct 


Send Feedback 


ror 


LEARNING OBJECTIVE: 


zuuru 


To learn about the appropriate pharmacological management of COPD in order to reduce the incidence of 
COPD exacerbations and hospitalizations. 


BACKGROUND: 
The new GOLD 2023 guidelines advise that patients with 2 or more exacerbations in the past year (no 
hospital admissions) or patients who have had 1 or more exacerbations in the last year that led to a hospital 
admission should be on LAMA + LABA therapy. Concomitant use of a LABA + LAMA was found to reduce the 


risk of COPD exacerbations. Combination inhalers exist to help improve patient adherence and reduce the 
number of devices the patient needs to use. 


If eosinophil count is >300, an ICS could be added too, resulting in triple therapy. There is no data to suggest 
that an improvement is likely in patients with lower eosinophil counts in Group E. 


Patients with COPD will all most likely need a short-acting bronchodilator such as salbutamol or ipratropium 
to help manage acute symptoms. 


RATIONALE: 
Correct Answer: 


(Option #4): The patient requires both LAMA and LABA therapy as he is in Group E due to his recent 
exacerbation which led to a hospital admission. The addition of salbutamol is appropriate to use acutely. 


Incorrect Answers: 


(Option #1): The patient requires both LAMA and LABA therapy as he is in Group E due to his recent 
exacerbation which led to a hospital admission. 
(Option #2): The patient requires both LAMA and LABA therapy as he is in Group E due to his recent 
exacerbation which led to a hospital admission. 
(Option #3): The patient requires both LAMA and LABA therapy as he is in Group E due to his recent 
exacerbation which led to a hospital admission. 


TAKEAWAY/KEY POINTS: 


Patients in Group E should be on a long-acting anticholinergic agent (LAMA) and a long-acting beta agonist 
(LABA). If eosinophil count is >300, an ICS could be added too, resulting in triple therapy. 


REFERENCES: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Ultibro breezhaler 110/50pg (indacterol maleate/glycopyrrolate) and salbutamol 100pg 
inhaler 


OS is a 53-year-old male who has chronic obstructive pulmonary disease (COPD), which is progressing 


rapidly (GOLD 3, group E). OS was very active prior to his COPD but now he is finding it difficult due 
to his dyspnea. 
Which of the following would you recommend to increase OS' exercise capacity? 
Select one: 
Psychotherapy ® 
Ambulatory oxygen therapy X 
Acupuncture X 
Pulmonary v j 
rehabilitation Rose Wang (ID:113212) this answer is correct. Pulmonary rehabilitation has been 
proven to reduce dyspnea and optimize functional status in all patients with 
COPD. 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To understand how to manage dyspnea in patients with advanced COPD using non-pharmacological 
measures. 


BACKGROUND: 

Pulmonary rehabilitation (PR) is a 6-week, evidence-based exercise program, led by respiratory and 
physiotherapists, that has been shown to reduce dyspnea, optimize functional status and reduce healthcare 
costs due to hospitalizations. The GOLD (Global Initiative for Obstructive Lung Disease) guidelines highly 


recommend PR programs for all patients with COPD to improve their pulmonary function and exercise 
tolerance. 


Options such as acupuncture, anxiolytic medications, distractive auditory stimuli (music), relaxation, handheld 
fans and psychotherapy do not have sufficient evidence in improving dyspnea and functional capacity. 


RATIONALE: 
Correct Answer: 


(Option #4): Pulmonary rehabilitation has been proven to reduce dyspnea and optimize functional status in 
all patients with COPD. 


Incorrect Answers: 


(Option #1): Psychotherapy does not have sufficient evidence to support its use in the management of 
dyspnea. 

(Option #2): Ambulatory oxygen therapy is only indicated for patients with low oxygen saturation or 
hypoxemia. 

(Option #3): There is insufficient evidence to support the use of acupuncture for the management of 
dyspnea 

TAKEAWAY/KEY POINTS: 


Pulmonary rehabil 
capacity and phy: 


REFERENCES: 


[1] Global strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


itation is highly recommended to all patients with COPD patients to improve their exercise 
logical function through its strength and endurance training, and social support. 


The correct answer is: Pulmonary rehabilitation 
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